INTRODUCTION
The laryngeal airway mask (LAM) is a device for anesthetic air way management that received Food and Drug Administration (FDA) approval in 1991 [1] . The mask airway was designed by Brain as a new concept in airway management. The beauty of the laryngeal mask is that it forms an air tight seal enclosing the larynx rather than plugging the pharynx, and avoid airway obstruction in the oropharynx [2] .
The goal of its development was to create an intermediate form of airway management face mask and endotracheal tube. Indica-
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PHYSICAL ROLE OF LARYNGEAL AIRWAY MASK
The LAM has been used successfully for various surgical procedures in paediatrics, including during dental extraction. Fewer incidence of hypoxia and significantly better arterial oxygen saturation were found with the LAM. Laryngeal mask airway has been the subject of several comprehensive reviews.
The popularity of the LAM stems from its perceived benefits over other airway devices and several studies have shown that overall success rate for the technique and complication rate are low. The LAM, however, is often misused and there is continued It has been hypothesized that anesthesia causes partial upper airway obstruction resulting from pharyngeal muscle relaxation and results in increased WOB and that LAM decreases WOB, as compared with a mask without oral airway. Maxillofacial trauma presents a complex problem with regard to the patients air way [4] .
By definition, the injury compromises the patent airway and therefore it must be protected. In most cases, the patients undergo surgery for maxillofacial trauma or for other, more severe, life-threatening injuries, and securing the air way is first in the introduction of general anesthesia. In such patients we anticipate difficult endotracheal intubation and, often, also difficult mask ventilation. In addition, the patient is usually regarded as having a "full stomach" and has not been cleared of a C-spine injury, which may complicate airway management furthermore. The time available to accomplish the task is short and the patient's condition may deteriorate rapidly. Both decision-making and performance are impaired in such circumstances. The laryngeal mask has a potential role in patients with difficult airways, including those with limited mouth opening.
DEVICE
The LAM consists of a triangular mask, the design of which is based on the configuration of hypopharynx. An inflatable cuff is on the inner rim of the mask. The cuff is inflated through a pilot tube with a balloon on the tip, allowing the cuff pressure to be 
The standard technique
(1) The cuff must be fully and correctly deflated before placement.
This imparts rigidity to the tip of the cuff. The deflated cuff should be free from wrinkles and it's rim should face away from the mask aperture. This can be achieved by pressing the hollow side down onto a clean flat surface during inflation, with two fingers pressing down on a point just short of the tip. [6] , and the tissues overlying both the Thyroid and Cricoid cartilage bulge slightly when the cuff is inflated. The tube should not be held or connected to the breathing system during inflation. The tip of the mask is likely to be positioned too deeply if the tube is held during inflation.
(11) The laryngeal mask is connected to the breathing system and adequacy of ventilation is assessed (Fig. 2) . When adequate ventilation is not obtained, the mask is removed and placement reattempted. The cuff should be prepared between each attempt as initially described.
(12) A bite-block is inserted, and the laryngeal mask and the biteblock are fixed. Brain recommends using a wad of gauze as a bite-block [2] .
INDICATIONS
Patient presents a formidable and unique anaesthetic challenge with several factors contributing to the situation. The foremost concern is that the surgical site within the oral cavity is in close proximity to the pharynx. Performing surgery in the oral cavity therefore renders the patient susceptible to airway obstruction and airway irritation. These factors can result in a significant degree of hypoxia [7, 8] . Decreased minute ventilation and airway tone secondary to sedative medications also may contribute to the hypoxia. Although hypoxia is easily recognized with pulse oxim- 
DISADVANTAGES
According to Bennett et al. [1] the primary disadvantage and greatest concern with the use of the LAM is the inability to isolate the airway and to protect against the risk of aspiration. Indeed, the LAM has been shown to form a direct conduit between the laryngeal inlet and esophagus by enclosing both. Regurgitation and aspiration have been reported with the use of the LAM. The incidence of regurgitation [16] associated with the use of the LAM varies from 0% to 23%, which is comparable to the incidence of regurgitation associated with general anesthesia administered by other techniques [17] . However, much of the literature concerning regurgitation and aspiration with the LAM is now recognized to be of questionable scientific design.
These early reports were most likely inflated because of variables such as poor patient selection and patient position during the procedures. If emesis is observed earlier, and in lesser quantity, intervention can be instituted earlier, thus reducing the chance of complications.
CONCLUSION
So we conclude with suggestion that it can be used in cases which require short surgical procedures under general anesthesia or sedation. The true features and role of the laryngeal mask will be established only through more studies in which the device is used correctly.
